bulgularla karşımıza çıkabilir. Ultrasonografi tanı konulmasında sıklıkla yetersizdir. Bu durumda ÇDBT, hızlı ve etkin bir tanı aracı olarak kullanılabilir.
Subhepatic-retrocecal appendicitis is a rare entity in which the diagnosis is challenging. In patients presenting with right abdominal pain with atypical clinical, laboratory and ultrasound (US) findings, acute appendicitis should be eliminated with computed tomography (CT). Multi-detector CT (MDCT) can be used effectively for the diagnosis of retrocecal appendicitis without additional preparation or focused examination. Here, we present a patient with acute subhepatic-retrocecal appendicitis in whom the clinical and US findings mimicked acute cholecystitis. To the best of our knowledge, there is no previous report related to acute appendicitis presented only with pericholecystic fluid that could be diagnosed with MDCT. Retrocecal-subhepatic appendicitis is a rare condition that might present with atypical clinical, laboratory and radiological signs. US is usually insufficient for the definitive diagnosis. In this situation, MDCT could be a rapid and efficient tool for localizing the appendix and for the differential diagnosis.
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Acute appendicitis is the most common surgical and radiological abdominal emergency in the western world, occurring in 7-12% of the general population. [1] The location and extent of the inflammatory processes of acute appendicitis may vary depending on the location of the appendix. [2] When the appendix is in the retrocecal position, the signs and symptoms of acute appendicitis might be atypical and could mimic right flank and hypochondriac pathologies including acute cholecystitis, diverticulitis, acute gastroenteritis, ureteral colic, acute pyelonephritis, intestinal neoplasia, and irritable bowel syndrome. [3] Rapid and precise diagnosis could reduce the morbidity and mortality of acute appendicitis. [1] Here, we present a case of acute subhepatic-retrocecal appendicitis, in whom clinical and sonographic findings mimicked acute cholecystitis. In the ultrasound (US) examination, the only pathologic finding was pericholecystic fluid. In the multi-detector computed tomography (MDCT) examination, we noticed a retrocecal inflamed appendix, which extended to the pericholecystic-subhepatic area. To our knowledge, there has been no reported acute appendicitis case who presented only with pericholecystic fluid and was later definitively diagnosed with MDCT. We think that this case report could be useful for the rapid and precise diagnosis of similar cases.
CASE REPORT
A 38-year-old male presented with right hypochondriac pain lasting for 6 hours. There was no significant finding in his medical history or on chest and abdominal roentgenograms. In his physical and laboratory examination, Murphy's sign was positive and leukocytosis was detected. Therefore, abdominal US examination was performed with a pre-diagnosis of acute cholecystitis; there was no abnormal finding except pericholecystic fluid. For the differential diagnosis, MDCT was performed under emergent conditions without preparation. In intravenous contrast-material enhanced MDCT, the appendix was situated in the retrocecal region with an increased diameter of 2 cm. Appendicular wall thickening was observed as well. In multiplanar reformatted images, retrocolic-pericecal inflammation along with an inflamed appendix extending to the subhepatic region was detected (Fig. 1) . Moreover, in MDCT, pericholecystic fluid and appendicolith with a diameter of 8 mm in the proximal portion of the appendix were detected (Fig. 2) . No other pathologic finding was observed in MDCT.
The patient was diagnosed as acute retrocecal appendicitis and operated based on these findings. Acute appendicitis was confirmed with surgery, and the patient healed without complication. The histologic examination was reported as perforated acute appendicitis.
DISCUSSION
Acute appendicitis is one of the most common surgical abdominal emergencies. [4] Early diagnosis and treatment could reduce the mortality and morbidity of acute appendicitis significantly. [5] The most common position of the appendix is intraperitoneal, and the second is in the retrocecal region. [3, 6] More than 50% of the patients with retrocecal appendicitis can present with atypical findings. [2] This condition could even mimic acute cholecystitis or gallbladder perforation. [3, 7] Although US should be the first-line choice in the diagnosis of acute appendicitis, it might be inadequate in retrocecal appendicitis. [4] Moreover, as US is a rapid technique and it is significantly operator-dependent, [4] MDCT could be useful in such patients. An increased appendiceal diameter (>6 mm), pericecal-retrocolic inflammation, and the presence of an appendicolith are diagnostic for acute retrocecal appendicitis. [5, 8] As in our patient, MDCT was helpful in the evaluation of the periappendiceal-pericecal region and could demonstrate the appendix in high resolution. On the other hand, US examination is not optimal in patients with obesity and excessive bowel gases. CT is a diagnostic method for such patients. [9] Technical details of the CT examination, in patients pre-diagnosed with acute appendicitis, are controversial. Various CT techniques have been described for diagnosing acute appendicitis, including intravenous contrast-material enhanced CT with or without orally and/or rectally administered colon contrast material, and they have a high diagnostic accuracy. [8] Some authors suggest that a non-contrast examination would be sufficient. [1, 9] In such cases in our department, we perform MDCT examination after administration of oral and intravenous contrast material. However, in the presented patient, we could not give oral contrast since the patient had nausea and vomiting. According to the findings detected in the MDCT examination, we understand that MDCT without oral and rectal contrast media is a valuable and accurate method in the diagnosis of appendicitis and can be an effective diagnostic tool when the sonographic results are inadequate. [1] In conclusion, acute appendicitis may present with various atypical clinical signs. Patients with retrocecal appendicitis may present only with minimal pericholecystic fluid as well. In such cases, when the appendix cannot be seen clearly or seems in an unusual localization, MDCT can be a useful method for establishing the correct diagnosis. Furthermore, the radiologist's diagnostic confidence appears greater with MDCT.
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